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Lear  Governor  Tawes : 

The  accompanying  "Report  on  Community  Health  Services" 
has  been  adopted  by  the  Medical  Care  Committee  and  is  transmitted 
herewith  to  you  through  the  State  Planning  Commission. 
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the  report  from  the  Medical  Care  Committee  and  referred  it  to  the 
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Commission  in  transmitting  this  report  to  advise  of  the  action 
taken. 
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CHAPTER  I 
RECCM^ENDATIONS 


1.  The  State  Board  of  Health  and  Mental  Hygiene  should  intensify  its 
operational  research  and  planning  activities  to  deal  with  the  problems 
created  by  scientific,  preventive  and  therapeutic  advances,  and  by  the 
increased  complexity  of  our  society.  Some  of  these  problems  are  cited 
in  the  body  of  this  report.  Vfe  would  emphasize  in  particular  the  advis- 
ability for  further  study  and  appraisal  of  the  emerging  medical  service 
(metropolitan  and  regional)  areas  in  Maryland  with  a  view  to  eventual 
planning  on  a  medical  service  area  basis,  and  with  a  view  to  coordination 
with  other  service  areas  such  as  social  services,  environmental  services, 
etc.  To  meet  this  required  research  and  planning  need 

a.  the  Board  should  establish,  appoint  and  supervise  its 
own  full  time  planning  staff 

b.  the  Board  should  establish  such  additional  advisory 
councils  and  subcommittees  as  it  deems  necessary  to 
bring  the  appropriate  public  and  voluntary  agencies 
into  the  planning,  and  hence,  coordinating,  process. 

2.  The  State  Department  of  Health  should  augment  its  research  and  planning 
activities  through  the  appointment  of  additional  personnel  and  by 
removing  from  the  Office  of  Planning  and  Research  those  functions  and 
duties  not  properly  a  part  of  such  an  office. 

3.  The  State  Department  of  Mental  Hygiene  should  create  an  Office  of  Planning 
and  Research,  and  staff  it  lArith  sufficient  personnel  to  enable  the  office 
to  undertake  the  type  planning  and  research  essential  to  the  proper 
administration  of  a  major  state  agency. 

h.     The  Committee  on  Medical  Care  should  continue  to  undertake  studies  con- 
cerning Maryland  needs  and  concerning  which  the  Committee  on  Medical  Care 
is  uniquely  qualified  to  render  judgment. 
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CHAPTER  II 

THE  NEED  FOR  THIS  STUDY 


In  late  1961  the  Committee  on  Medical  Care  of  the  Maryland  State  Planning 
Commission  directed  that  a  study  be  initiated  of  community  health  service  organ- 
ization, with  particular  application  to  emerging  regional  and  metropolitan 
problems  and  that  appropriate  recommendations  be  made.  The  limits  of  the  study 
were  purposely  not  defined.  The  subcommittee  which  was  to  undertake  the  study 
was  expected  to  include,  as  required,  all  health,  hospital  and  related  services 
be  they  under  governmental  or  non-governmental  auspices.   Initiation  of  the 
study  by  the  Committee  on  Medical  Care  was  endorsed  by  the  State  Board  of  Health 
and  Mental  Hygiene. 

This  study  was  prompted  in  part  by  the  emergence  of  de  facto  socio-economic 
metropolitan  and  regional  areas  in  various  parts  of  the  State,  V^ith  the  rapidly 
expanding  population  and  economy,  state  lines  and.  county  lines  and  city  lines 
loom  as  cumbersome  and  artificial  barriers  to  the  efficient  flow  and  development 
of  services.  In  support  of  these  developments  it  is  noted: 

1.  The  appointment  by  the  Governor  of  a  metropolitan  area  study 
commission  to  ascertain  how  regional  government  might  be 
attained  in  the  Baltim.ore  area. 

2.  The  almost  simultaneous  formation,  on  the  initiative  of  a 
Baltimore  City  councilman,  of  the  Metropolitan  Area  Council 
to  consider  all  varieties  of  metropolitan  problems. 

3.  The  desire  of  the  State  Planning  Department  for  legislation 
permitting  the  establishment  of  regional  planning  councils 
similar  to  the  Baltimore  Regional  Planning  Council. 

h.     The  legally  constituted  Metropolitan  Transit  Authority  to 
study  and  seek  resolution  of  areawide  transit  problems. 

5.  The  creation  of  a  greater  Washington  hospital  planning  body 
to  include  Montgomery  and  Prince  George's  counties. 

6.  The  opinion  of  some  legislators  and  administrative  officials 
to  the  effect  that  we  do  not  need  a  full  time  health  officer 
in  each  county  -  particularly  on  the  Eastern  Shore  where  we 
actually  find  one  health  officer  servicing  two  counties  on  a 
permanent  basis. 

7.  A  recommendation  in  1958  by  The  Johns  Hopkins  University  School 
of  Hygiene  and  Public  Health  that  the  need  for  a  metropolitan 
Baltim.ore  health  agency  be  carefully  studied,  a  recommencation 
which  is  periodically  resurrected  on  the  editorial  pages  of  the 
Sunpapers,  and  more  recently  echoed  by  a  Baltimore  County 
councilman. 
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Because  Maryland  was  one  of  the  first  states  in  the  nation  to  establish, 
in  each  county,  health  departments  mth  full  time  health  officers,  the  present 
system  of  health  administration  may  be  somewhat  dated.  The  basis  for  the 
present  organization  can  be  gleaned  from  the  Annotated  Code  of  Maryland  (1957); 
"The  State  Board  of  Health  of  Maryland  shall  divide  the  State  outside  of 
Baltimore  City  into  twenty-three  sanitary  districts  following  county  lines, 
and  upon  the  recommendation  of  its  Director,  and  by  a  majority  vote  thereof, 
it  shall  appoint  a  deputy  State  health  officer  for  each  sanitary  district" 
(Article  k3,   par.  6).  In  the  paragraphs  following,  the  law  states  that  "The 
deputy  State  health  officers  shall  be  trained  in  sanitary  science  and 
hygiene....."  and  his  duties  shall  relate  to  sanitation  and  other  environ- 
mental health  activities,  communicable  disease  control,  and  vital  records. 

By   1962  the  responsibilities  of  health  officers  had  extended,  for  good 
and  sufficient  reasons,  far  beyond  the  original  conception.  The  health 
officers  have  become  involved  with  general  medical  and  acute  hospital  care 
for  the  indigent  and  for  the  medical  indigent,  they  have  become  involved  with 
mental  illness,  chronic  disease,  crippled  children  services,  and  general 
coordination  of  case  management.   The  traditional  division  between  the  public 
(governmental)  and  private  sectors  has  begun  to  break  down  from  the  sheer 
press  of  problems  which  have  led  the  State  to  become  both  a  provider  of  and 
payer  for  personal  care  services. 

The  question  has  been  raised:  is  an  administrative  structure  geared  to 
environmental  and  preventive  health  services  adequate  for  the  problems  of 
1962?  The  development  on  the  Eastern  Shore,  where  a  single  health  officer 
serves  more  than  one  county  on  a  permanent  basis,  and  the  recommended  change 
by  The  Johns  Hopkins  School  of  Hygiene  and  Public  Health  with  regard  to 
metropolitan  Baltimore-"-,  would  seem  to  suggest  a  negative  answer. 

Concomitantly  there  have  been  other  developments  in  the  health  fields 
which  suggested  the  need  for  this  study,  and  indeed  an  urgent  need  for  some 
guidelines  for  the  State.  Most  prominent  among  these  developments  has  been 
the  increasing  pressure  for  the  hospital,  because  of  its  unique  resources,  to 
become  the  focal  point  for  coordinated  case  management  within  communities. 
Home  care  services  planned  or  provided  by  various  general  hospitals  and  the 
comprehensive  care  program  of  the  Baltimore  City  Hospitals  illustrate  this 
trend,  as  does  the  increased  reliance  by  people  in  general  upon  hospital  out- 
patient departments  for  emergency  service.  The  desirability  of  integrating 
hospital  and  coramunity  services  also  lends  support  to  this  viewpoint.  This 
emerging  role  of  the  hospital  would  seem  to  make  urgent  the  need  for  a 
mechanism  for  planned  development  of  services  in  order  to  prevent  disunity 
and  costly  duplication  of  services  since  in  Maryland  the  local  health  depart- 
ment has  for  obvious  reasons  in  many  areas  already  become  the  focal  point  for 
coordinated  case  and  program  management.  There  is,  furthermore,  the  call,  as 
in  the  Washington  area,  for  areamde  planning  of  hospitals  and  related  health 
facilities.  Yet,  in  a  state  such  as  Maryland,  with  so  many  well  developed 
community  health  services,  can  one  plan  only  facilities  without  planning  for 
the  total  spectrum  of  health  services? 


^!-Report  of  a  Survey  and  Appraisal  of  Health  Conditions  and 
Health  Activities  in  Baltim.ore  County,  The  Johns  Hopkins 
School  of  Hygiene  and  Public 'Health,  April  19$8 
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These  developments  simply  reflect  some  of  the  problems  which  have  already- 
developed,  and  which  worry  health  planners  and  administrators  particularly. 
But  there  are  additional  problems  emerging. 

There  is,  for  example,  growing  uneasiness  over  the  way  in  which  general 
hospitals  are  being  planned  -  as  to  size,  as  to  range  of  services,  as  to 
location.  The  Baltimore  area  offers  many  illustrations.  There  is  uneasiness 
over  the  way  in  which  mental  and  chronic  disease  hospital  beds  are  distributed. 
There  is  concern  over  the  failure  of  m.ost  political  subdivisions  to  participate 
in  the  financing  of  general  hospital  care  for  their  indigents  and  medical 
indigents  who  must  use  hospital  resources  in  other  political  jurisdictions. 
There  is  concern  over  how  people  in  smaller  counties  can  obtain  easy  access 
to  highly  specialized  services  in  general  hospitals,  to  psychiatric  day 
hospitals,  to  nursing  hones,  to  mental  hospitals,  to  rehabilitation  hospitals 
and  other  types  of  facilities  because  of  the  inability  of  those  counties  to 
justify  or  to  finance  by  themselves  such  special  services  and  facilities. 
There  is  concern  over  the  shortage  of  trained  personnel  and  over  the  ineffici- 
ent use  of  those  who  are  available.  These  are  representative  of  the  pressing 
problems . 

An  analysis  of  the  resources  available  in  each  political  subdivision, 
and  of  the  various  problems  confronting  each  subdivision,  emphasize  most 
clear-ly  the  timeliness  of  this  study. 
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CHAPTER  III 
METHODOLOGY 


The  subcommittee  found  a  wealth  of  data  existing  in  different  agencies 
throughout  the  State  and  Nation.  This  data  was  collected  frora  the  following 
sources: 

1.  U.  S.  Bureau  of  the  Census 

2.  U.  S.  Public  Health  Service 

3.  American  Medical  Association 
U.  State  Planning  Department 

5'.  Committee  on  Medical  Care,  State  Plarjiing  Comirdssion 

6.  Baltimore  Regional  Planning  Council 

7.  State  Department  of  Mental  Hygiene 

8.  State  Department  of  Health 

9.  State  Departmant  of  Education 

10.  State  Department  of  Public  Welfare 

11.  Department  of  Economic  Development 

12.  Baltimore  City  Health  Department 

13.  County  health  departments  (23) 
ill.  Fiscal  Research  Bureau 

15.  The  Hospital  Council 

16.  County  and  local  planning  departments  throughout  the  state 

17.  General  hospitals  in  West  Virginia,  Pennsylvania, 

Delaware  and  District  of  Columbia 

18.  Pennsylvania  Department  of  Public  Welfare 

19.  West  Virginia  Department  of  Health 

20.  District  of  Columbia  Health  Department 

21.  Health  and  Welfare  Council  of  the  Baltimore  area 

The  data  were  analyzed  and  a  health  profile  developed  for  each  of  the  2[|. 
political  subdivisions  in  Maryland.  The  profiles  were  checked  for  accuracy  with 
the  appropriate  local  health  departments,  and  then  distributed  to  people  in  the 
respective  political  subdivisions  -  people  from  all  walks  of  life,  but  in 
particular  to  those  who  are  engaged  in  some  form  of  health  or  welfare  service 
activity.   Copies  of  these  health  profiles  are  available  for  review  in  the 
offices  of  the  State  Planning  Department. 

A  series  of  regional  meetings  were  held  by  task  forces  of  the  subcommittee. 
Invited  to  the  appropriate  meetings  were  those  who  were  sent  the  profile,  in- 
cluding the  local  health  officer  and  the  appropriate  state  hospital  superinten- 
dents. The  purpose  of  these  meetings  was  to  discuss  with  the  community  health 
leaders  the  health  profiles  with  a  view  to  determining  the  adequacy  of  present 
programs,  the  unmet  needs,  and  how  those  needs  might  be  met.  Written  statements 
were  invited  from  those  present  as  well  as  from  those  who  could  not  attend  the 
meeting  to  which  they  had  been  invited.  The  findings  and  conclusions  drawn 
from  these  health  profiles,  from  the  regional  meetings,  and  from  other  source 
material  follow. 
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CHAPTER  IV 
FINDINGS  AND  CONCLUSIONS 


There  are  2U  political  subdivisions  in  Maryland  with  which  we  are  con- 
cerned -  23  counties  and  Baltimore  City.  While  soriie  of  the  subdivisions  have 
strong  interests  in  areas  outside  the  State^  there  are  certain  factors  which  tie 
all  of  the  counties  to  Baltimore  City,  other  factors  which  suggest  the  formation 
of  a  series  of  regional  or  metropolitan  medical  service  (trading)  areas,  and 
still  other  factors  which  emphasize  the  uniqueness  and  indi\dduality  of  the 
respective  political  subdivisions. 

The  State->Jide  Tie  to  Baltimore 

There  are  6  major  influences  which  direct  the  focus  of  all  counties  to 
Baltimore  for  medical  care: 

1.  The  old  school  tie.  Medical  graduates  from  the  University  of 
Maryland  and  The  Johns  Hopkins  University  schools  of  medicine 
constitute  the  largest  single  blocks  of  medical  school  graduates 
in  the  State.  In  1959,  there  were  U,0l8  non-federal  physicians 
in  Maiyland.   Of  these,  1,328  were  graduates  of  the  University 
of  Maryland  School  of  Medicine,  577  from  The  Johns  Hopkins 
University  School  of  Medicine.  George  feshington  University 
was  third  with  176  medical  graduates,  followed  by  Georgetown 
with  lij.2-^.  The  Hopkins  and  Maryland  graduates  represent  l47.U/'o 
of  the  non-federally  employed  physicians  in  Maryland.  These 
physicians  have  a  strong  professional  allegiance  to  their  medical 
school,  and  it  undoubtedly  affects  their  judgment  as  to  where 
and  to  whom  difficult  cases  should  be  referred.   The  school  tie 
is  also  important  when  the  graduate  decides  to  take  a  post- 
graduate course.  In  addition  to  these  graduates,  however,  are 

an  unknown  number  of  physicians  from  other  medical  schools  who 
served  their  internship  and  residency  at  The  Hopkins  and  Mary.land. 
Put  these  together  mth  the  graduates  from  those  schools  and  a 
"club"  develops  which  tends  to  dictate  the  pattern,  the  focus, 
the  orientation  of  medical  practice. 

2.  Medical  school  programs.   Both  medical  schools  have  traditionally 
been  intimately  concerned  mth  the  public  health  services  and 
the  continuing  medical  education  requirements  of  all  Maryland 
physicians.  An  historical  review  of  the  development  of  the  State 
Health  Department  shows  a  profound  influence  from  both  medical 
schools.  In  the  area  of  postgraduate  or  continuing  medical 
education,  one  finds  programs  being  conducted  in  the  counties, 

as  illustrated  by  the  University  of  Maryland  pi'ograms  in 
Frederick,  Hagerstotm,  Easton,  and.  Salisbury,  and  in  Baltimore 
to  which  all  physicians  in  the  area  are  attracted. 


*  2/3  of  the  graduates  from  these  schools  were  practicing 
in  Prince  George's  and  Montgomery  counties. 
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3 .   Use  of  Baltimorej  and  principally  university,  consultants  in 
local  health  department  clinics  and  at  the  state  hospitals . 
The  long  term  effect  of  this  practice  upon  the  coisimunity  should 
not  be  lost.  The  fact  that  Baltimore  clinicians  are  brou^^ht  in 
as  "the  experts"  is  an  influence  which  must  inevitably  add 
strength  to  the  idea  that  Baltimore  is  the  medical  center  for 
the  State. 

[i.  State  financing  of  health  care  costs.  The  State  of  Maryland 
has  developed  a  number  of  outstanding  preventive  health  and. 
treatment  programs.   In  the  last  year  state-local  operating 
expenses  came  to  over  50  million  dollars.  This  reservoir  of 
funds  out  of  Annapolis,  but  administered  from  Baltimore,  is 
another  one  of  the  ties  that  bind.  Not  only  is  this  a  big 
industry,  but  the  standards  and  requirements  that  must  be  met 
as  the  funds  are  expended  require  large  numbers  of  professional 
people  to  turn  to  Baltimore. 

5.  Medical  and  Ghirurgical  Faculty.  The  state  medical  society, 
located  in  Baltojnore,  has  undoubtedly  had  a  profound  effect  upon 
the  orientation  of  most  Maryland  physicians.   It  is  the  state 
society  in  Baltimore  which  represents  them  on  a  state-wide  basis 
and  r^ationally  in  the  American  Medical  Association.   It  is  the 
state  society  which  asks  them  to  serve  on  various  committees, 
most  of  which  m.eet  in  Baltimore. 

6.  Citizen  participation  in  government.  Maryland  relies  heavily 
upon  commissions  and  committees  as  an  important  adjunct  to 
public  administration.  Many  commissions  and  committees,  drawing 
people  to  Baltimore  from  all  over  the  State,  serve  to  build  the 
attitude  that  Baltimore  is  the  focal  point  for  the  State. 
Citizen  participation  in  health  planning  is  demonstrated  by 

the  committees  of  the  state's  health  agencies  and  of  the  State 
Planning  Commission's  Committee  on  Medical  Care. 

The  Attraction  to  Other  Areas 

There  are  counter-forces  in  certain  areas  of  the  State  which  tend  to  weaken 
the  tie  to  EfeLltlmore,  whereas  in  some  areas  the  tie  to  Baltimore  is  especially 
strong. 

To  some  extent  Maryland  residents  look  to  other  states  for  personal 
medical  care  services.  For  example,  in  northern  Frederick,  Carroll,  Baltimore, 
Karford  and  Cecil  counties,  many  patients  use  the  physicians  and  hospitals  of 
Pennsylvania;  Cecil  County  residents  use,  in  addition,  Delaware  facilities. 

The  extent  of  the  use  is  illustrated  in  part  by  birth  data  (Table  1). 
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Table  1 

Number  of  I96O 

Births 

Births  in 

Births  in 

births  to  resi- 

Births in 

in  other 

Births 

Baltimore 

other 

County 

dents  of  county 

county 

states 

in  D.Co 

City 

counties 

Frederick 

1,662 

1,265 

300 

15 

lU 

68 

Carroll 

1,095 

31 

U35 

12 

396 

221 

Baltimore 

12,OU7 

56 

1U6 

13 

11,66U 

168 

Harford 

2,121 

1,789 

2U 

8 

282 

18 

Cecil 

1,287 

902 

110 

- 

22 

253 

Further  illustration  of  the  use  of  Pennsylvania  hospitals  is  reported  by 
some  of  the  Pennsylvania  hospitals.  For  example,  the  Hanover  Hospital  (88  beds) 
reports  that  lU.6^  of  its  admissions  (589)  are  Maryland  residents.  Since  the 
opening  of  the  Carroll  County  Hospital  this  percentage  has  dropped  to  12.9^. 
The  Annie  Warner  Hospital  in  Gettysburg  {9S   beds  -  3,600  annual  admissions) 
reports  that  28/'^  of  its  admissions  are  from  Maryland. 

A  similar  picture  emerges,  as  we  shall  see  later,  from  the  western 
counties,  some  sections  of  which  use  services  in  both  Pennsylvania  and  West 
Virginia,  as  well  as  from  parts  of  the  •'^astern  Shore  where  the  services  of 
Delaware  are  frequently  employed. 

In  the  main,  hoxirever,  we  find  a  tendency  for  most  citizens  to  secure  their 
personal  medical  care  services  within  one  of  U  medical  service  areas  (see  map). 

1.  Baltimore  Medical  Service  Area 

The  area  which  we  shall  define  as  the  Baltimore  Medical  Service  Area  has 
especially  strong  ties  to  the  City  of  Baltimore.  This  area  includes  all  of 
Baltimore  City,  Baltimore  County,  Anne  Arundel  County,  Calvert  County,  and  in 
part  St.  Mary's  County.   It  includes  at  least  half  of  Howard  County  and  most  of 
Carroll  County,  Cecil  County,  and  Harford  County.   It  does  not  include  those 
portions  of  the  northern  counties  which  look,  for  most  personal  care  services, 
to  Frederick  County  and  to  Pennsylvania  and  to  Delaware j  it  does  not  include 
those  portions  of  Howard  County  which  look  south  to  the  Washington  area  and 
west  to  Frederick  for  care. 

The  same  ties  which  bind  all  of  the  counties  to  Baltimore  are  especially 
firm  for  those  sections  in  what  we  have  defined  as  the  Baltimore  Medical  Service 
Area.  They  are  especially  firm  in  large  measure  because  of  their  proximity  to 
Baltimore  (with  the  exception,  of  course,  of  Calvert  and  St.  Mary's  counties). 
They  are  further  strengthened  by  employment,  trade,  recreation  and  education, 
and  health  resources. 


Bnployment.   Baltimore,  Anne  Arundel,  and  Howard  counties  are  in  large 
part  bedroom  counties  for  workers  in  the  City  of  Baltimore.  Baltimore  City 
provides  much  of  the  work,  the  counties  provide  the  home  environment.   Concomi- 
tantly, Baltimore  County  industry  provides  much  work  for  City  residents. 

Trade.  With  employment  goes  trade.   Baltimore's  three  largest  department 
stores  have  a  joint  delivery  service  which  serves  Westminster,  Bel  Air,  Havre  de 
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Grace,  Annapolis,  the  Baltimore  side  of  Howard  County,  and  most  of  Baltimore 
County.  With  the  exception  of  Cecil  County,  Calvert  County,  and  St.  Mary's 
County,  the  delivery  service  covers  most  of  the  Baltiiaore  Medical  Servj.ce  Area. 

Recreation  and  Education.   For  the  sections  closest  to  Baltimore,  the  City 
is  a  major  recreation  center.  Music,  art,  lectures,  and  theater  are  available; 
night  college  courses  are  available  through  the  University  of  Maryland  and 
The  Johns  Hopkins  University,  as  well  as  through  other  colleges  in  the  area. 
Finally,  professional  baseball  and  football  are  a  major  drawing  card  to  the  City. 

Health.  The  extent  to  which  counties  use  general  hospitals  in  the  City  is 
a  reasonably  good  index  as  to  the  extent  to  which  these  areas  rely  upon  the  City. 
Not  all  hospitals  in  Baltimore  maintain  useable  data  on  the  geographic  origin 
of  their  patients.  Those  that  do  break  down  county  of  patient  origin  are  shown 
for  a  recent  one  year  period  in  Table  2. 

Calvert  County  has  its  tie  obviously  to  Anne  Arundel  County,  which  in  turn 
is  tied  to  Baltimore  City.   Calvert  County's  admissions  to  Baltimore  hospitals 
are  grouped  under  "other  Mar^z-land",   Its  Inpatient  Program  admissions  during  the 
recent  year,  however,  totaled  Ul.  The  exact  total  number  of  city  admissions  is 
not  known.   The  most  prominent  physicians  in  the  county,  however,  are  iiaryland 
graduates  and  active  in  medical  society  affairs. 

The  divi.sion  in  Howard  County  becomes  apparent,  as  it  does  for  Carroll 
County.  The  opening  of  the  Carroll  County  Hospital  at  Westminster  will  alter 
the  use  pattern  somewhat,  but  to  what  extent  no  one  yet  knows.  The  Hanover, 
Pennsylvania  hospital  reports  a  drop  in  admissions  from  Maryland  (nearly  all 
Carroll  County  residents)  from  lU.6$  to  12.9^.   Cecil  County  is  tied  to  Baltimore 
through  Harford.   Cecil,  however,  has  another  strong  tie  to  the  Wilmington  area. 

St.  Mary's  County  has  a  slight  tie  to  Charles  Go\irity  -  which  is  tied 
principally  to  Prince  George's  County.  Washington  consultants  visit  the  county 
for  private  patients,  and  private  patients  are  usually  referred  to  Washington 
for  care  rather  than  to  Baltimore.   This  tie  is  in  part  counter-balanced,  however, 
by  some  medical  practitioner  allegiance  to  Baltimore  and  by  the  admissions  to 
Baltimore  hospitals.  For  a  recent  7  month  period,  there  were  2$  admissions  to 
University  Hospital.   Inpatient  program  admissions  to  Baltimore  hospitals 
totaled  90.   Birth  data  on  St.  Mary's  residents  shows  that  65  children  were  born 
outside  the  county  -  25  in  Baltimore  City,  l6  in  Washington,  8  in  Charles  Countjr^ 
and  3  on  the  Eastern  Shore.   One  informed  observer  was  of  the  opinion  that  use 
of  Baltimore  facilities  would  lessen  if  the  state  paid  for  care  in  Washington 
and  permitted  use  of  Washington  consultants. 

2.  Washington  Medical  Seindce  Area 

The  Washington  Medical  Service  Area, so  far  as  Maryland  is  concerned,  seems 
to  consist  of  Montgomery,  Prince  George's  and  Charles  counties,  part  of  Howard 
County,  and  probably  St.  Mary's  County.  There  is,  in  addition,  a  slight  inter- 
change between  Frederick  and  Montgomery  counties. 

Montgomery  and.  Prince  George's  counties  interact  extensively  with  Washing- 
ton. These  2  counties  are  literally  bedroom  counties  for  people  who  work  in 
Washington.   Residents  lean  to  Washington  for  shopping  (or  to  Washington  branch 
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stores  in  the  counties),  read  Washington  papers,  and  use  Washington  hospitals 
(Tables  3  and  U)  and  Washington  physicians.   One  study  of  D,  C,  hospitals,  for 
example,  showed  that  from  February  23  to  March  1,  1958  there  were  3,096  admis- 
sions to  the  hospitals;  737  (23c 8,^)  were  Maryland  resident  admissions  -  3U0  from 
Montgomery  County,  321  from  Prince  George's  County,  76  from  other  counties.   In 
i960,  over  1/2  the  deliveries  (u,179  out  of  8,199)  to  Montgomery  County  residents 
took  place  in  D.  C.  hospitals.  Similarly  for  Prince  George's  County  (5,23?  out 
of  10,572).  Washington  residents,  on  the  other  handj  look  to  the  hospitals  in 
these  counties,  and  in  particular  to  the  2  hospitals  closest  to  the  District  line 
in  Montgomery  County.  Finally,  whereas  in  the  state  as  a  whole  the  graduates  of 
Maryland  medical  schools  represent  the  largest  single  blocks  of  physicians,  in 
Montgomery  and  Prince  George's  counties  the  schools  most  commonly  represented 
are  Georgetown  and  George  Washington.  This  suggests  a  probable  pattern  of 
referral  and  of  seeMng  postgraduate  medical  training. 

The  tie  to  Washington  is  further  illustrated  by  the  fact  that  both 
Montgomery  and  Prince  George's  counties  will  send  indigents  and  medical  indigents 
to  D.  C.  hospitals  and  pay  toward  the  cost  of  care;  rather  than  send  the  patients 
to  Baltimore  thej'-  prefer  to  forego  state  aid  and  send  the  patients  at  complete 
county  expense  into  Washington  whenever  such  admissions  are  medically  desirable. 

Charles  County  relies  upon  Prince  George's  County  and  rather  heavily  upon 
the  District  of  Col'jmbia.   Consulting  and  part-time  physicians  from  these  areas 
are  reported  as  regularly  going  to  Charles  County.   Charles  County  residents 
show  some  use  of  Prince  George's  General  Hospital.  Heavy  use  is  reported  of 
Freedmen's  Hospital  and  other  hospitals  in  Washington.  Use  of  Freedmen's 
Hospital  stems  from  the  failure  of  Charles  County  to  pro\ade  adequate  hospital 
facilities  for  its  population,  "failure"  in  that  it  could  be  argued  with  some 
merit  that  a  significant  number  of  women  in  labor  should  not  have  to  travel 
32  miles  to  a  hospital.  The  inadequacy  of  obstetrical  resources  is  most  pro- 
nounced for  the  Negro. 

To  illustrate  the  Charles  County  ties,  of  the  1,023  births  in  I96O  to 
Charles  County  residents,  over  l/U  (286)  took  place  in  Washington  and  123  took 
place  in  Prince  George's  County.  There  is  still  some  tie  to  Baltimore,  however, 
as  evidenced  by  admissions  to  Baltim.ore  hospitals  of  indigents  and  medical  indi- 
gents:  71  were  so  admitted  in  I96O-6I.  Many  of  these  are  "forced"  in  that  a 
Baltimore  clinician  sees  the  patient  in  county  clinics,  then  takes  care  of  him 
under  the  Inpatient  Program  at  his  Baltimore  hospital. 

St.  Mary's  County,  as  indicated  earlier,  is  presently  split  in  its  medical 
use  pattern.  It  looks  in  small  part  to  Charles  County  for  hospital  facilities. 
Its  chief  resource  outside  of  the  county  for  private  patients  is  reported  to  be 
Washington;  for  indigents  and  medical  indigents  Baltimore  is  the  resource.   One 
local  practitioner  maintains  that  if  the  State  were  more  flexible  in  allowing 
services  to  be  purchased  in  V/ashington  we  would  find  that,  medically,  the  county 
would  be  a  natural  part  of  the  Washington  medical  service  area. 

A  similar  picture  develops  for  part  of  Howard  County:   of  86I  births  in 
1961,  396  were  in  Baltimore  City,  30  in  Washington,  205  in  Montgomeiy  County, 
and  118  in  Prince  George's  County.  Hospital  discharge  data  shows  heavy  use  by 
Howard  County  of  at  least  Montgomery  Coiinty  General  Hospital  (Howard  County 
doctors  are  on  the  staff).  Prince  George's  General,  and  probably  the  other 
hospitals  in  Montgomery  County  (data  not  available). 
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The  record  of  births  for  I960  is  illustrative  of  the  use  pattern  in  the 
area  (Table  3) 

Table  3 


No. of  I960 

Births 

Births 

births  to 

Births 

in 

in 

Births 

residents 

in 

other 

Births 

Balto. 

in  other 

County 

of  county 

county 

states 

in  D,C. 

City 

counties 

Montgomery- 

8,199 

3,781i 

77 

li,179 

15 

liUi* 

Prince  George's 

10,572 

3,929 

102 

5,235 

U6 

1,260-;;-;;- 

Howard 

861 

10 

11 

30 

396 

Uli+^H^ 

Charles 

1,023 

529 

5 

286 

5 

198-;h;- 

St.  Mary's 

1,U13 

l,3h8 

6 

16 

25 

18-;;-;;- 

■5S-  72  in  Prince  George's  County  and  ^(:i   in  Frederick  County 

-;««■  973  in  Montgomery  County  and  2l|8  in  Anne  Arundel  County 

•5H?*  205  in  Montgomery  Co\inty,  118  in  Prince  George's  Gountj'-,  and 

68  in  Anne  Arundel  County 

-;«;-;<-;(-  123  in  Prince  George's  County,  U9  in  Montgomery  County,  and 

15  in  Calvert  County 

^-;-!h;-;h;-  12  in  Charles  County 

Also  indicative  of  the  use  pattern  is  hospital  discharge  data,  appearing 
in  Table  \\. 


3.  Western  Maryland  Medical  Service  Area 

This  area  consists  chiefly  of  Garrett,  Allegany,  Washington,  and  Frederick 
counties,  part  of  Carroll  and  Montgomery  counties,  and  part  of  Pennsylvania  and 
West  Virginia. 

The  Maryland  portion  of  this  area  is  uniform  so  far  as  the  state  hospitals 
are  concerned  -  they  all  tend  to  use  Victor  Cullen,  Western  Maryland,  and 
Springfield  state  hospitals.  They  are  part  of  what  is  traditionally  knoxm  as 
the  Western  Maryland  portion  of  the  state,  and  the  health  officers  are  part  of 
the  State  Health  Department's  regional  grouping  whenever  x-zestern  area  problems 
are  jointly  discussed. 

To  varying  degrees  the  resources  of  West  Virginia  and  Pennsylvania  are 
used,  particularly  with  regard  to  general  hospital  care.  State-aided  cases,  of 
course,  cannot  use  the  hospitals  in  these  adjacent  states. 

Within  the  area  are  3  medical  service  sub-areas.   These  seem  to  be  fairly 
distinct  areas  centering  around  Cumberland,  Hagerstown  and  Frederick.  The 
Cumberland  area  consists  of  Garrett  and  Allegany  counties;  the  Hagerstown  area 
consists  of  Washington  County  and  part  of  Frederick  County;  the  Frederick  area 
consists  of  most  of  Frederick  County  and  part  of  Carroll  County,  and  a  very  small 
part  of  Montgomery  County.  To  var;y-ing  degrees  West  Virginia  and  Pennsylvania 
are  also  represented  in  each  sub-area. 
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These  sub-areas  center  around  the  general  hospitals  as  revealed  by  birth 
data  and  hospital  discharge  data.  Unlike  the  subdivisions  in  the  Washington  and 
Baltimore  medical  service  areas,  these  sub-areas  are  fairly  self-contained. 
There  is,  to  be  sure,  some  use  of  the  university  hospitals  in  Baltimore  and 
Baltimore  clinicians  in  the  health  department  clinics,  but  by  and  large  the 
range  of  specialists  available  in  each  sub-area  is  fairly  complete  and  there  is 
generally  little  interchange  for  the  population  at  large  between  the  cities  for 
hospital  care  and  for  specialty  consultation. 


The  hospital  discharge  data  on  patient  origin  is  found  in  Table  5. 
data  for  I960  is  given  in  Table  6. 

Table  6 


Birth 


Mo. of  I960 

Births 

Births 

births  to 

Births 

in 

in 

Births 

residents 

in 

other 

Bi: 

rths 

Ealto., 

in  other 

County 

of  county 

county 

states 

in 

B.C. 

City 

counties 

Garrett 

l4l;9 

327 

89 

0 

0 

33- 

Allegany 

1,690 

1,573 

106 

1 

2 

3 

Washington 

1,895 

1,696 

173 

5 

5 

16-;h;- 

Frederick 

1,662 

1,265 

300 

15 

2h 

68-;<-;;-x- 

Carroll 

1,095 

31 

h3^ 

12 

396 

221-!HHHi- 

Montgomery 

8,199 

3,78ii 

77 

it,  179 

15 

1J4I;-}Hh;-;h{- 

■^  32  in  Allegany  County 
•j;-"-  lU  in  Frederick  County 
•iHf-x  21  in  Montgomery  County  and  hi   in  Washington  County 
-XHKH<-139  in  Frederick  County,  78  in  Montgomery  County.  For  this 
year  (i960)  the  hospital  at  Westminster  was  not  open 
thus  forcing  more  people  to  Pennsylvania,  Baltimore, 
and  other  counties 
-;hhhh;-  72  in  Prince  George's  County  and  56  in  Frederick  County 

In  all  probability  most  of  the  births  in  other  states  were 
in  West  Virginia  and  Pennsylvania. 

k-.      Eastern  Shore  Medical  Service  Area 

The  8  counties  on  the  Eastern  Shore,  all  located  south  of  Cecil  County, 
comprise  the  Marj'-land  portion  of  this  medical  service  area.  There  is  some  inter- 
change with  Delax^rare  -  Maryland  residents  mov^.ng  across  the  state  line  for  care 
and  Delaware  residents  coming  into  Maryland.   There  is  also  some  use  by  Virginia 
of  Maryland  services.   Cecil  County,  as  we  have  indicated  earlier ,  has  stronger 
ties  to  Baltimore  and  Wilmington  than  it  does  to  the  Eastern  Shore. 


The  area  has  its  own  mental,  chronic  and  tuberculosis  hospitals.   It  has 
5  general  hospitals  including  Peninsula  General  at  SalisbiTy  which  has  307  beds 
(and  57  more  under  construction).  Peninsula  General  will  handle  mental  cases  on 
a  short  term  inpatient  basis,  as  well  as  tuberculosis  cases. 
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Birth  data  and  hospital  discharge  data,  derived  from  different  sources, 
confinn  the  use  pattern  by  residents  of  each  of  the  counties  on  the  Eastern 
Shore . 

Kent  County,  with  its  ot-m  hospital,  is  fairly  self-contained.  Queen  Anne's 
County  relies  principally  on  Talbot  County;  to  a  lesser  extent  on  the  Kent  and 
Queen  Anne's  Hospital  in  Kent  County.  Caroline  County  relies  heavily  upon 
Talbot  and  probably  on  Delaware  hospitals  since  l/a  of  the  births  are  in  "other 
states",  Talbot  County,  with  its  own  hospital  at  Easton,  is  fairly  self-contained 
so  much  so  that  outside  the  county  the  largest  hospital  use  is  made  of  The  Johns 
Hopkins  Hospital.  Dorchester  County  is  also  rather  self  reliant  though  it  does 
look  to  Talbot  County  for  some  hospital  services.  Wicomico  County,  i-jith  the 
largest  general  hospital  on  the  Eastern  Shore,  has  few  of  its  residents  admitted 
outside  the  county;  the  chief  resource  outside  would  appear  to  be  The  Johns 
Hopkins  Hospital.  Somerset  County,  with  a  small  hospital  at  Crisfield,  looks 
principally  to  Wicomico  County,  as  does  Worcester  County  which  has  no  hospital. 


The  data  on  hospital  discharges  appear  in  Table  7. 
births  appear  in  Table  8. 

Table  8 


The  data  on  places  of 


Number  of 

Births 

Births 

Births 

I960  births 

Births 

in 

Births 

in 

in 

to  residents 

in 

other 

in 

Ealto. 

other 

County 

of  county 

county 

states 

D.C. 

City 

counties 

Cecil 

1,287 

902 

110 

0 

22 

253^^ 

Kent 

385 

3lt7 

12 

0 

5 

21-iH{- 

Queen  Anne's 

351 

6 

13 

1 

5 

326-x-JH«- 

Talbot 

li26 

I4I2 

h 

0 

1 

9 

Dorchester 

5U7 

1;83 

10 

0 

1 

534HHH;- 

Wicomico 

1,131; 

1,092 

2U 

2 

h 

12 

Somerset 

k$2 

266 

h 

0 

0 

18  2-"'^«- ;«!-«- 

Worcester 

5ii6 

132 

7 

1 
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*  2i4.7  in  Harford  county 

■!H«-  18  in  Cecil  County 

^^^  lUl  in  Kent  County  and  I82  in  Talbot  County 

^«(-*e;-  li5  in  Talbot  County  and  7  in  Wicomico  County 

-xsHHMs-  177  in  Wicomico  County 

^■iHHt^^-^^   396  in  Wicomico  County 

^ik^,^^-^Hi-  293  in  Talbot  County 

The  Uniqueness  of  2U  Different  Political  Subdivisions 

Despite  the  medical  service  area  groupings,  despite  the  essential  unity 
of  the  State,  and  despite  -  as  we  shall  see  -  the  essential  sameness  of  the 
health  problems  throughout  the  State,  there  are  factors  which  made  each  and 
every  political  subdivision  unique. 
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To  some  extent  both  public  and  non-public  program  diversity  reflect 
slightly  different  problems  and  assets  which  dominate  each  political  subdi^fision- 
the  number  of  indigents,  tuberculosis  rate  and  other  critical  health  data,  age 
and  racial  distribution  of  the  population,  industrial  hazards,  educational  level 
of  the  population,  extent  of  urbanization,  citizen  participation  in  government, 
and  general  economic  affluence.  In  terms  of  health  services  these  factors  are 
reflected  in  the  public  health  programs  -  the  scope  of  services,  the  level  of 
local  government  support,  the  emphasis.  The  factors  are  also  reflected  in  the 
manner  and  extent  of  development  of  other  community  services  -  nursing  homes  and 
services,  day  care  centers,  physician  services,  general  hospitals,  etc. 

A  final,  and  not  insignificant,  factor  should  be  noted:  our  analysis  of 
the  local  public  health  programs  clearly  indicates  that  the  official  programs 
frequently  reflect  the  personality  of  the  local  health  officer  -  his  drive,  his 
leadership,  his  interests,  his  sensitivity  to  public  health  problems.  Yet, 
whatever  their  strengths  and  weaknesses,  we  found  at  our  hearings  a  strong  sense 
of  pride  and  ownership  for  each  local  health  department  on  the  part  of  citizens 
most  active  in  health  affairs.  They  have  identified  theniselves  xd.th  their 
department  and  desire  to  see  it  strengthened. 

Barring  an  abolition  of  county  government  and  county  health  departments, 
in  all  probability  the  uniqueness  of  local  programs  will  increase  over  the  years 
in  response  to  the  dominant  local  problems,  in  response  to  the  new  responsi- 
bilities for  personal  care  services  which  are  constantly  being  thrust  upon  local 
units,  and  in  response  to  the  diagnostic  acumen,  originality  and  leadership  of 
the  individual  health  officers.  It  must  be  remembered  that  in  many  areas  of 
public  health  there  is  no  single,  best  way  to  do  things. 

Environmental  Health  Services 

The  analysis  thus  far  has  been  confined  to  personal  care  health  services. 
A  similar  analysis  could  be  made  for  environmental  health  services.  For  example; 

There  is  a  uniqueness  to  each  political  subdivision's  program  emphasis 
depending  on  the  socio-economic  characteristics  of  the  population,  population 
density,  existence  of  slums,  presence  or  absence  of  sewers,  etc. 

On  the  other  hand,  there  are  regions  -  delineated  by  the  watershed,  milk 
shed,  natural  resources  (sea  food,  as  an  example)  and  sewer  disposal  systems. 
These  regions,  however,  do  not  always  coincide  with  the  personal  care  medical 
service  areas,  or  -  for  that  matter  -  with  each  other. 

There  is,  finally,  the  singleness  of  the  State  for  environmental  health 
services.  The  over- riding  role  of  the  State  Board  of  Health  and  Mental  Hygiene 
is  amply  attested  by  the  minutes  of  the  Board,  for  the  Board  considers  problems 
which  exist  in  individual  political  subdivisions,  it  issues  orders,  and  it 
establishes  state-wide  policy.  The  State  authority,  moreover,  provides  the 
initial  leadership  in  dealing  with  newly  recognized  problems  such  as  with  air 
pollution  and  radiation  hazards. 


Medical  Service  Area  Administration  and  Planning 

It  is  fashionable  to  talk  in  terms  of  regional  and  metropolitan  organiza- 
tion and  yet  this  subcommittee  could  find  no  clear  indication  for  developing  a 
new  organizational  structure  along  these  lines  in  the  public  health  field  at 
this  time. 

One  of  the  chief  arguments  for  re- grouping  of  health  prograras  and  depart- 
ments is  for  uniformity  of  services  from  county  to  county  to  city,  'i'he  implica- 
tion is  that  there  is  something  unsavory  or  inefficient  about  diversity.  This 
is  an  assumption  to  which  we  cannot  subscribe.  While  a  unified  approach  may 
have  merit  for  special  problems,  it  should  also  be  remembered,  that  frequently  in 
diversity  there  can  be  strength,  including  opportunity  for  innovationc 

Another  reason  often  advanced  for  regionalizing  health  prograias  is  that 
through  larger  units  more  economical  services  can  be  proidded,  and  in  many  in- 
stances services  can  be  justified  economically  which  could  not  be  justified  on 
an  individual  county  basis,  '^'e   would  suggest,  however,  that  this  problem  is 
already  being  met.  Over  the  years  the  State  has  attempted  to  regionalize  state 
hospital  programs.  >Jhile  the  physical  location  of  some  of  the  hospitals  may 
leave  much  to  be  desired,  the  fact  remains  that  the  state-run  hospitals  are 
attempting  to  meet  the  needs  of  each  medical  service  area.  General  hospitals 
have  also  tended  to  look  beyond  political  subdivision  lines  whenever  it  seemed 
appropriate;  this  is  well  illustrated  by  the  fund  raising  campaigns.  Local 
health  departments,  moreover,  have  arranged  for  special  services  on  a  part  time, 
contractual  basis  whenever  full  time  services  were  not  felt  justified. 

But,  assuming  for  a  moment  that  regional  administration  were  desirable, 
could  Maryland  possibly  create  regional  authorities  for  health  services?  What 
would  be  the  regions?  Regions  for  personal  care  services  and  other  health  ser- 
vices frequently  differ.  In  terms  of  personal  care  service  administration,  how 
would  one  cope  with  those  counties  which  are  part  of  more  than  one  medical  ser- 
vice area?  How  would  one  deal  with  the  changes  in  area  brought  about  simply  by 
a  new  shopping  center,  a  new  housing  development,  or  a  new  industry?  Overcoming 
traditional  political  patterns  may  be  an  insuperable  task,  and  certainly  one  - 
at  this  time  -  which  offers  dubious  advantages  at  best.  It  should  be  noted,  in 
this  regard,  that  regional  or  metropolitan  governments  have  not  had  an  easy  road 
to  travel,  and  their  feasibility  is  yet  to  be  demonstrated.  Without  a  clear-cut 
advantage  it  is  difficult  to  recommend  metropolitan  or  regional  administration 
of  health  services  at  this  time. 

It  could  be  said,  of  course,  that  one  could  abolish  the  local  unit,  and 
let  the  State  administer  the  program  through  regional  offices  of  its  own.  -^his 
might  pose,  however,  a  problem  of  different  order  -  the  removal  of  administration 
from  the  community  to  such  an  extent  that  programs  are  not  sufficiently  sensitive 
and  adaptable  to  local  needs.  At  best,  this  approach  could  only  merit  more  pro- 
longed study,  for  it  would  be  a  complete  reversal  of  a  trend  which,  for  all  its 
imperfections,  has  given  Maryland  outstanding  public  health  services.  There  is 
much  to  be  said  for  a  non-revolutionary  approach  when  the  existing  system  is 
working  reasonably  well. 

These  references,  of  course,  are  largely  to  governmental  services.  When 
one  considers  non-governmental  services,  the  matter  of  regional  administration 
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becomes  virtually  impossible.  Yet,  in  considering  health  resources  and  health 
needs  the  public  and  private  sectors  inter-act  extensively  and  tend  generally 
to  complement  each  other.  This  inter-action  suggests  the  probability  that  the 
public  and  private  sectors  would  profitably  gain  through  coordinated  planning 
and  program  development  efforts  since  elimination  of  the  non- governmental  sector 
is  neither  possible  nor  desirable.  There  may  be  advantages,  therefore,  to 
regional  or  metropolitan  research  and  planning  as  a  prelude  to  local  program 
development  by  State  and  local  agencies.  In  this  manner  the  governmental  and 
non- governmental  agencies  would  together  reach  a  consensus  as  to  what  the  needs 
are  and  who  should  do  what.  The  effectiveness  of  this  approach  within  a  pro- 
fessional setting  has  been  amply  demonstrated  in  Maryland  over  the  years.  Yet, 
here  too,  despite  the  de  facto  medical  service  areas  in  Maryland,  the  need  may 
not  be  so  much  for  areawide  or  regional  or  metropolitan  planning  as  it  is  for 
augmented  state-wide  planning.  Maryland  is,  after  all,  a  small  state,  and 
despite  the  medical  service  areas  and  some  special  problems,  the  problems  from 
area  to  area  are  substantially  the  same.  The  few  special  problems  could  be 
handled  on  an  ad  hoc  study  basis  with  consideration  of  possible  areawide  solu- 
tions. 


Need  for  Augmented  State-¥ide  Research  and  Planning 

Research  and  planning  are  an  essential  adjunct  to  sound  program  'develop- 
ment. The  need  for  augmented  activities  in  research  and  planning  became  apparent 
to  the  subcommittee  as  it  analyzed  the  State's  health  resources  and  problems  and 
as  it  conducted  hearings  throughout  the  state.  In  fact,  at  every  hearing  agency 
representatives  expressed  the  need  for  improved  health  service  planning  and 
lamented  the  absence  of  a  mechanism  through  which  it  could  take  place.  Some  of 
the  major  problem  areas  which  illustrate  the  need  for  research  and  planning  are 
as  follows: 

1.  All  political  subdivisions  (save  Garrett  County)  report  a  critical 
need  for  nursing  homes.  Yet  there  is  some  evidence  to  suggest 
that  when  agencies  (including  hospitals)  cite  the  need  for  nursing 
homes,  they  are  in  effect  saying  that  they  are  unable  to  provide 
an  appropriate  service  for  certain  patients  and  therefore  a  nursing 
home  is  needed.  But  how  much  of  a  need  is  there?  How  much  of  the 
need  is  really  an  expression  of  the  need  for  better  discharge  plan- 
ning, for  home  care  and  other  community  services?  l/>Jho  is  going  to 
mobilize  the  resources  to  build  and  operate  the  nursing  homes? 

2.  A  common  problem  concerns  hospital  construction.  There  is  a 
general  recognition  throughout  the  State  that  we  need  to  plan  for 
the  judicious  development  of  hospitals  not  only  because  of  rising 
construction  and  maintenance  costs,  but  also  because  of  the  short- 
ages which  exist  for  highly  skilled  technicians,  because  of  the 
broad,  range  of  services  already  provided  through  local  health  de- 
partments, and  because  of  the  adverse  effects  upon  cost  to  the 
citizens  of  the  State  when  over-building  takes  place  or  when  a  new 
facility  adversely  affects  the  occupancy  rate  of  an  existing  nearby 
facility.  These  have  been  problems  in  other  states,  and  there  is 
some  suggestion  that  these  problems  are  beginning  to  appear  in 
Maryland. 
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3.  Another  common  and  related  problem  stems  from  the  sum  of  unmet 
community  needs.  Unmet  needs  for  a  variety  of  services  are 
reported  by  agencies  throughout  Maryland.  Accepting  each  com- 
munity's need  at  face  value,  one  finds  an  enormous  demand  for 
capital  and  operating  funds  -  psychiatric  services,  day  care 
centers  for  the  retarded,  nursing  homes,  rehabilitation  facili- 
ties, home  care  services,  hospitals,  public  health  centers,  etc. 
The  likelihood  of  all  needs  being  met  in  the  foreseeable  future 
is  not  very  encouraging:  not  only  will  the  needs  increase  as 
the  population  grows,  but  other  i;nportant  demands  -  apart  from 
health  -  are  being  made  for  the  available  funds.  The  need  for 
a  mechanism  to  plan  and  to  set  priorities  thus  becomes  apparent. 
Without  such  a  mechanism  the  most  persuasive  promoters  may 
prevail  in  selling  their  pet  projects  which  might  m.ore  properly 
have  a  low  community  priority.  Hospital  administrators, for 
example,  have  cited  innumerable  instances  throughout  the  nation 
of  hospitals  built  not  because  of  need  but  because  of  local 
pride.  Similarly,  authorities  can  cite,  in  the  popular  area 
of  medical  rehabilitation,  rehabilitation  centers  which  are 
markedly  under-utilized, 

U.  Personnel  shortages  are  widespread  throughout  the  State,  VJe 
need  nurses,  public  health  physicians,  social  workers,  health 
educators,  physiotherapists  and  many  other  professional  personnel. 
Without  them  our  health  service  efforts  will  be  less  than  adequate. 
Yet  we  should  not  avoid  the  problem  because  of  its  national 
character.  Maryland  should  be  determining  the  extent  of  need 
for  various  types  of  personnel,  the  planned  training  capacity 
of  existing  schools  in  the  state  and.  the  steps  which  can  be  taken 
within  the  state  to  alleviate  existing  and  future  shortages. 
The  recent  Committee  on  Medical  Care  report  on  medical  education 
illustrates  how  Maryland  might  come  to  grips  with  other  personnel 
needs.  Until  the  State  resolves  this  problem  of  personnel  the 
likely  success  of  program  planning  efforts  will  be  compromised. 

5.  Another  widespread  problem  relates  to  inter-agency  communications. 
Communications  between  offices  of  any  organization  are  always  a 
problem;  to  maintain  good  communications  requires  constant  effxjrt, 
and  the  study  of  business  and  other  organizations  illustrates  how 
frequently  communications  break  down  notwithstanding  the  good 
intentions  of  the  staff.  The  problems  of  intra-agency  communica- 
tions are  compounded  many  times  when  it  comes  to  inter-agency 
communications,  for  between  agr?ncies  there  is  more  often  physical 
separation  and  -  more  importantly  -  no  coordinating  authority. 
Our  analysis  of  the  health  programs  throughout  Maryland,  and  our 
hearings,  made  it  perfectly  clear  that  communications  between 
agencies  vary  from  excellent  to  casual  to  accidental  to  the  non- 
existent. This  applies  not  only  to  agencies  within  a  given 
political  jurisdiction  but  also  to  communications  between  local 
agencies  and  state  hospitals,  local  agencies  and  universities, 
local  agencies  and  their  state-wide  authority.  In  some  areas 
where  communications  are  especially  good  credit  belong  to  one  or 
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two  personalities;  remove  them  by  retirement  or  job  changej 
and  the  inter-agencj'"  communications  system  may  well  collapseo 
The  problems  created  whenever  inter-agency  coiraiiunications  are 
lacking  frequently  result  in  the  failure  to  identify  many  of 
the  health  problems,  in  the  inability  to  propose  sound  solu- 
tions to  problems,  and  in  a  failure  to  coordinate  planning 
and  program  development  to  achieve  well  ordered  and  well  dis- 
tributed health  services.  Considerable  attention  needs  to  be 
given  to  steps  which  can  be  taken  to  alleviate  this  problem^ 
¥e  would  caution  the  uninitiated  against  assuming  that  this 
problem  is  resolvable  just  by  good  will,  by  mem.os,  by  meetings. 
It  is  perhaps  the  most  difficult  problem  facing  our  pluralisx,ic 
society  today.  An  augmented  state-wide  planning  system  in- 
volving a  variety  of  agencies  is  in  itself  -  it  might  be  noted  - 
a  vehicle  for  improving  inter-agency  communications. 

Other  problem  areas  calling  for  state-wide  research  and  planning  activities 
which  could  be  a  prelude  to  program  development  could  be  cited,  but  the  few 
illustrations  above  should  suffice.  To  date,  however,  state-wide  planning  for 
health  services  has  been  fragmented. 

The  State  Board  of  Health  and  Mental  Hygiene  undertakes  some  planning 
through  subcommittees  and  through  its  advisory  councils,  I'he  Board,  however, 
does  not  have  any  permanent  staff  to  assist  it  in  performance  of  its  planning 
activities,  but  must  rely  upon  staff  supplied  by  the  State  Health  or  State  Mental 
Hygiene  departments.  This  reliance  for  staff  upon  its  subordinate  agencies  is 
not  a  good  practice  for  the  danger  exists  in  the  Board  becoming  a  captive  of  its 
agencies.  In  addition,  the  agencies'  planning  efforts  cannot  help  but  be  diluted 
through  their  attention  to  Board  planning  matters. 

The  State  Mental  Hygiene  Department  has  no  personnel  assigned  to  depart- 
mental planning.  The  State  Health  Department's  planning  staff  has  frequently 
been  called  upon  to  perform  other  functions  and  is  -  in  any  event  -  too  small  to 
fulfill  what  should  be  an  adequate  planning  operation  for  an  agency  of  its  size. 

Non-governmental  agency  planning  in  Maryland,  varies.  Some  agencies  are 
well  coordinated  in  their  planning.  They  know,  for  example,  what  the  hospitals 
and  other  voluntary  agencies  in  their  area  are  planning,  and  they  know  what  the 
government  agencies  are  planning.  Some  agencies,  on  the  other  hand,  develop 
plans  without  ascertaining  the  im.pact  of  their  plans  upon  other  community  re- 
sources. Since  facility  construction  costs  are  rising,  since  trained  personnel 
are  in  short  supply,  and  since  there  is  a  limit  to  the  amount  of  funds  available 
for  health  purposes,  the  need  for  the  well-planned  development  of  services  and 
facilities  is  increasingly  recognized  by  leaders  in  the  health  fields. 

Most  comprehensive  state-wide  health  service  planning  in  Maryland  has  been 
done  under  the  aegis  of  the  Committee  on  Medical  Care,  and  largely  on  an  ad  hoc 
basis.  In  his  Report  on  the  Maryland  State  Planning  Commission  (1958), 
Professor  V,  0.  Key,  Jr,  commented  as  follows  on  the  Committee's  work  and 

function:   " some  of  its  planning  studies  dealt  with  matters  that  are  really 

the  responsibility  of  the  Department  of  Health  or  of  some  other  State  department. 
The  inference  flows  from  this  that  the  operations  of  the  Committee  may  even  dis- 
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courage  the  departments  from  trying  to  do  themselves  what  they  ought  to  be  doing. 
Certainly  in  some  instances  the  Committee  on  ^**edical  Care  has  moved  in  to  fill 
the  void  left  by  departmental  inactivity,  but  in  so  doing  it  follows  a  pattern 

common  to  nearly  all  the  State  departments,  medical  or  non-medical much  of 

the  work  of  the  Committee  cuts  across  departmental  lines  and  across  private  and 
public  institutional  lines  and  could  scarcely  be  done  by  a  unit  of  a  single 
department . " 
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